Patient satisfaction with services is an important outcome variable that is increasingly used in mental health service evaluation. This study includes 404 people with schizophrenia in five European sites and addresses five questions focused on site, service, and patient characteristics as variables that might explain service satisfaction, using the Verona Service Satisfaction Scale. Patient satisfaction differed significantly across sites (highest in Copenhagen, lowest in London). In all sites, patients were least satisfied with involvement of relatives in care and information about illness. A multiple regression model showed that lower levels of total service satisfaction were associated with living in London or Santander, being retired/unemployed, having more hospital admissions, having more severe psychopathology, having more unmet needs, or having lower satisfaction with life. This model explained 31 percent of variance in service satisfaction. Our data show that service satisfaction can be seen as a result of (1) the ability of the service to provide a standard of care above a certain quality threshold, and (2) the perception of each patient that the care received has been tailored to the patient's own problems.
Satisfaction with services has been given increasing attention in mental health services research, as it represents a key component of the patients' perspective in outcome assessment. In this context, patient satisfaction can be viewed as a measure of outcome per se and/or as a factor in the process of care influencing other outcomes (Ruggeri 1994) . Assessment of service satisfaction in severely mentally ill patients has been relatively neglected because of a view, by clinicians and researchers, that a lack of insight may compromise the validity of self-reported outcomes. While these difficulties should not be discounted, over the past few years a growing body of evidence has shown that the self-reports of people with psychotic disorders are reliable and convey valid and useful information (Naber et al. 1994; Awad et al. 1995; Voruganti et al. 1998 ). This suggests that the severity of illness in itself does not necessarily undermine the ability of patients to report their views and experiences (Awad and Voruganti 2000) .
As an outcome variable, satisfaction has been hypothesized to be the consequence of various factors, including expectations about services, attitudes toward life, selfesteem, illness behavior, previous experience with services, and service characteristics (Svensson and Hansson 1994; Barker et al. 1996) . Nevertheless, the published work on the predictors of service satisfaction is inconsistent and generally of poor scientific quality. Conflicting results have been obtained on the relationship between patients' satisfaction and their sociodemographic characteristics, type of diagnosis, and severity of illness (Larsen et al. 1979; Hansson 1989; Kelstrup et al. 1993; Perreault et al. 1996; Leavey et al. 1997; Greenwood et al. 1999 ). On balance, the results of previous studies show that users' characteristics have a weak to moderate association with service satisfaction. The only variable shown to be clearly and consistently associated with service satisfaction is self-perceived quality of life (Ruggeri et al. 1998 , Schizophrenia Bulletin, Vol. 29, No. 2, 2003 M. Rugged et al. 2001 , 2002 Rohland et al. 2000; Berghofer et al. 2001; Druss et al. 2001) , but the nature and the cross-cultural stability of this relationship remain to be clarified.
In contrast, service characteristics do seem to play a major role in service satisfaction. For example, a number of previous studies have consistently reported that patients treated in community-based mental health services express higher levels of satisfaction than those receiving hospitalbased mental health care (Hoult and Reynolds 1984; Elbeck and Fecteau 1990; Merson et al. 1992; Dean et al. 1993; Audini et al. 1994; Marks et al. 1994; Leese et al. 1998; Boardman et al. 1999; Henderson et al. 1999) . Moreover, two studies conducted recently in England on patients with psychotic disorders reported that higher numbers of unmet needs for care tend to be associated with lower service satisfaction (Leese et al. 1998; Boardman et al. 1999) . Unfortunately, most studies on service satisfaction have been conducted using unstandardized measures of overall satisfaction (Rugged 1994) and by assessing the performance of experimental rather than routine psychiatric services. Moreover, no studies have been designed to compare service satisfaction in people with schizophrenia who live in different countries, using standardized instruments.
This study was conducted as a comparison between five European sites and was specifically designed to address five key questions. Three were focused on the role of service characteristics, two were focused on the role of patients' characteristics in relation to service satisfaction, and all five were established a priori (Becker et al. 1999): (1) Does the overall level of service satisfaction differ across the five European sites? (2) Are the weaknesses and the strengths of mental health services similar across the five European sites? (3) Is higher service satisfaction associated with a lower number of patients' unmet needs for care? (4) Is service satisfaction related to patients' sociodemographic characteristics and illness severity? (5) Is service satisfaction associated with patients' satisfaction with life?
Methods
Research Setting. This research was conducted as a part of the EPSILON (European Psychiatric Services: Inputs Linked to Outcomes and Needs) Study, a comparative, cross-national, cross-sectional study of the characteristics, needs for care, quality of life, caregiver burden, patterns of care, associated costs, and satisfaction levels of people with schizophrenia in five European sites. Study centers were located in Amsterdam (The Netherlands), Copenhagen (Denmark), London (U.K.), Santander (Spain), and Verona (Italy). The criteria used to identify study centers, and the key characteristics of each study site, are given in Becker et al. (1999) . Briefly, the criteria used to identify study centers were similar to those employed in other European research consortia (Dowrick et al. 1998): (1) experience in health services research, mental health epidemiology, and development and crosscultural adaptation of research instruments; (2) access to mental health services providing care for local catchment areas; (3) a national health service providing community mental health care; and (4) geographical and cultural spread across the European Union.
Subjects. The EPSILON study was conducted with a total sample of 404 subjects with an ICD-10 (WHO 1992a) research diagnosis of schizophrenia (F20 code, corresponding to 295 DSM-IV code). The number of patients for each site varied from 52 (Copenhagen) to 107 (Verona). Cases included were adults aged 18-65 years inclusive (Becker et al. 1999) . In the first stage of the study, administrative prevalence samples of people with a diagnosis of schizophrenia or other psychotic disorders (ICD-10, F20-F25) were initially identified either from psychiatric case registers (in Copenhagen and Verona) or from the caseloads of local specialist mental health services (inpatients and outpatients). All patients in contact with mental health services during the 3-month period preceding the start of the study were selected. Cases identified were diagnosed using the Item Group Checklist of the Schedule for Clinical Assessment in Neuropsychiatry (WHO 1992/?). Only patients with an ICD-10 research diagnosis of schizophrenia were included in the study. The exclusion criteria were current residence in prison, secure residential services, or hostels for long-term patients; coexisting learning disability (mental retardation), primary dementia, or other severe organic disorder; or extended inpatient treatment episodes longer than 1 year. Fuller details on sample selection have been published (Becker et al. 1999) .
Instruments. Satisfaction with mental health services was assessed using the European version of the Verona Service Satisfaction Scale (VSSS-EU), an instrument developed by careful translation, back-translation, and cultural adaptation from the original VSSS (Knudsen et al. 2000) . It is designed for use in comparative crossnational research projects as well as in routine clinical practice in mental health services across Europe and has been shown to have good levels of internal consistency and test-retest reliability (Ruggeri et al. 2000) . VSSS-EU consists of 54 items (see column 1 in the Appendix), which conceptually cover seven dimensions: overall satisfaction, professionals' skills and behavior, information, access, efficacy, type of intervention, and relatives' involvement.
The instrument is designed for self-administration and can be completed in 20-30 minutes, without prior training. Subjects are asked to give an overall rating of their experience of the mental health services they have attended in the previous year. For items 1-40, satisfaction ratings are on a 5-point Likert scale (1 = terrible, 2 = mostly unsatisfactory, 3 = mixed, 4 = mostly satisfactory, 5 = excellent). The items are presented with alternate directionality to reduce stereotypic responses. Items 41-54 consist of three questions each: first the subject is asked if he or she has received the specific intervention (Question A: "Did you receive the intervention x in the last year?")-If the answer is "yes," the subject is asked about his or her satisfaction on a 5-point Likert scale, as above (Question B). If the answer is "no," the subject is asked Question C: "Do you think you would have liked to receive intervention JC?" (6 = no, 7 = don't know, 8 = yes). These questions allow measurement of the subjects' satisfaction both with the interventions provided and with the professionals' decision not to provide an intervention. The latter may be considered a measure of underprovision of care from the patient's point of view.
Other measures included in the study are the Brief Psychiatric Rating Scale (BPRS; Ventura et al. 1993) , the Global Assessment of Functioning (GAF; APA 1994), the European version of the Camberwell Assessment of Need (CAN-EU; McCrone et al. 2000) , and the European version of the Lancashire Quality of Life Profile (LQL-EU; Gaite et al. 2000) .
Statistical Analyses. Patients' sociodemographic, service utilization, and clinical characteristics were compared using chi-square, one-way analysis of variance (ANOVA), and Kruskal-Wallis tests, where appropriate. In the case of chi-square tests, standardized residuals were generated to identify the source of any significant difference. If the adjusted residual had a value of -3 or below, then that site was considered to have a significantly lower rating. Similarly, the site was considered to have a significantly higher rating if the value was +3 or above.
The VSSS-EU total mean score and VSSS-EU dimension scores were compared across sites. Unadjusted and adjusted mean values and their confidence intervals were calculated. For the unadjusted means, the VSSS-EU total score and the VSSS-EU dimension scores were computed, using as independent variables the study centers only (Amsterdam was used as the reference category). To produce scores adjusted to the mean levels of all the covariates, the study centers and patients' background characteristics (age, gender, ethnicity, marital status, language, employment status, lifetime admissions, years since first contact, level of functioning, and psychopathology) were entered, in turn, into linear regression models as independent variables. When necessary, transformations were made to normalize the variable distributions (according to Box-Cox method results). The analyses were performed using the adjust command in STATA Release 6.0 (StataCorp 1999).
Intersite differences in service satisfaction were tested by means of ANOVA. Simes modified Bonferroni test was used to ascertain pairwise significant differences between centers for both unadjusted and adjusted mean scores (Simes 1986) . Differences between the scores obtained in the VSSS domains within each center were also assessed by Simes modified Bonferroni test.
The percentage of patients dissatisfied in each VSSS-EU dimension, and the total percentage of dissatisfied patients, were compared across the five sites. Patients were considered dissatisfied when their mean scores were below 3.5. Unadjusted and adjusted proportions of dissatisfied patients were calculated across the five EPSILON sites using the same procedure as for the mean values, applying logistic regression models.
To explore which variables best explain patient satisfaction, a series of linear block regression analyses (SPSS Inc. 2000) were performed, using in turn, as dependent variables, the VSSS-EU total mean score and the mean scores of the VSSS-EU dimensions. Study sites (Amsterdam as reference category), sociodemographic characteristics, service utilization, psychopathology, care needs, and quality of life were used as putative explanatory variables. The sociodemographic characteristics included were sex, age, marital status (single, married, other), living situation (alone, with family, with others), years of education, employment status (employed, sheltered work, unemployed, housewife/retired/student), ethnicity (white, other), and language (national, other).
The service utilization variables included in the models were lifetime admissions (log transformed) and years since first contact with mental health services. The other variables used were BPRS (mean scores minus reciprocal transformed), GAF (total mean score), CAN-EU (total met and unmet needs), and LQL-EU (total mean score, and mean subjective life satisfaction scores in nine domains). Block 1 included the study site variable only, Block 2 the sociodemographic and service utilization characteristics, and Block 3 the clinical variables (GAF and BPRS). Subsequently (Block 4), met and unmet needs were included, where the latter were recoded as a categorical variable (no unmet needs; 1-2 unmet needs; 3-4 unmet needs; more than 5 unmet needs). Block 5 then included the LQL-EU total mean score. Finally, another regression model was built, with Block 5 constituted by the mean score of each LQL-EU dimension.
Block 1-3 variables have been constrained to enter in the model, even when they were nonsignificant. For blocks 4 and 5, a backward stepwise selection was used to retain in the final model only significant associations (p to enter: 0.05; p to remove: 0.1).
Results
Patients' Characteristics Across the EPSILON Study Sites. Patients' sociodemographic characteristics in the five EPSILON sites and in the whole sample are reported in table 1.
Patients' mean age differed significantly across sites, with the oldest in London and the youngest in Copenhagen. Ethnicity differed significantly, because of large ethnic minority populations in London and Amsterdam. Patients in Amsterdam, Copenhagen, and London were more likely to live alone than those in Santander and Verona, who tended to live with their families. This is also reflected in the significant difference in accommodation type. Most patients were either unemployed or were students, and this was especially so in London. Years of education also differed: patients in Amsterdam had received the most education, while those in Verona had received the least.
Service utilization and clinical characteristics of the patients in the EPSILON sites and in the whole sample are reported in table 2.
Time since first contact with psychiatric services did not differ across sites, while there were significant differences in lifetime admissions (with the highest number in London and the lowest in Santander). Global functioning and level of psychopathology were roughly similar across the sites. The total number of needs, the number of unmet needs, and the subjective quality of life differed significantly between sites, with the highest number of total needs found in Amsterdam and the lowest in Santander, while the highest number of unmet needs was in Amsterdam and the lowest in Copenhagen. The highest satisfaction with life was reported by patients in Copenhagen and the lowest was found in London.
Specific Service Interventions Provided and
Underprovision of Care Across the EPSILON Sites. Table 3 shows the percentage of subjects who reported having received specific service interventions in the previous year and the percentage of subjects wishing to have specific service interventions that they had not received.
The vast majority of patients received psychopharmacological treatments in all the EPSILON sites. In London, psychotherapy and rehabilitation were provided to the fewest patients. In Santander, the range of social interventions listed in the VSSS was provided to the fewest subjects and the highest underprovision of care was detected. Amsterdam, Copenhagen, and Verona tended to provide the full spectrum of interventions available. Table  4 shows the unadjusted and adjusted means in the various VSSS-EU dimensions and in the VSSS-EU total score across the five EPSILON sites.
Service Satisfaction Across the EPSILON Sites.
Satisfaction along the various VSSS-EU dimensions significantly differed across sites. When background characteristics were adjusted for, the difference remained significant, with the exception of the domain assessing global satisfaction. Ranking of sites did not substantially change. In terms of overall satisfaction, professionals' skills and behavior, self-perceived efficacy, and type of intervention, the highest scores were found in Copenhagen and the lowest in London. Satisfaction with information was highest in Copenhagen and lowest in Santander. Satisfaction with access to services was highest in Copenhagen and lowest in Amsterdam and Verona. In terms of relatives' involvement, Verona had the highest score and London the lowest. Copenhagen had the highest level of total satisfaction and London the lowest. Within each center, most VSSS dimensions' scores were significantly different from each other (Simes modified Bonferroni test, p < 0.05), with relatives' involvement and information being the domains with the lowest score in most centers and the total sample.
To better identify the areas with higher dissatisfaction, unadjusted and adjusted percentages of dissatisfied patients (mean score below 3.5), as measured by the various VSSS-EU dimensions and by the total score across the five EPSILON sites, are shown in table 5.
Subjects were fundamentally least satisfied with services in London and most satisfied in Copenhagen. Again, satisfaction with relatives' involvement and information provided were the domains with the highest number of dissatisfied subjects. In the domain assessing self-perceived efficacy, a noticeable number of dissatisfied patients were found too. After adjustment for patients' background characteristics, the ranking of sites did not substantially change. Adjusted percentages of dissatisfied patients in the individual VSSS-EU items are shown in the appendix; they indicate wide variability of scores.
Variables Associated With Service Satisfaction. As shown in table 6 (column 1), living in London and Santander, being retired/unemployed, having a high number of hospital admissions, having high levels of psychopathology, having a high number of unmet needs, and having a poor quality of life in social relations and health were all associated with low total service satisfaction, and the final model accounted for 31 percent of the variance.
With regard to the various satisfaction dimensions, a major role is played by site (Block 1): living in London is associated with low satisfaction in all dimensions (the only exception being information/access), and living in Santander is associated with low satisfaction in informa- tion/access, efficacy, and type of intervention. The variance explained by site alone ranged between 5.6 percent (information/access) and 22.3 percent (type of intervention). Among the sociodemographic variables (Block 2), younger age was associated with lower satisfaction in the type of intervention. Being employed had an effect in decreasing satisfaction in specific domains, namely overall satisfaction, type of intervention, and relatives' involvement. Living alone was associated with lower satisfaction in type of intervention, and a high number of admissions was associated with lower satisfaction in type of intervention. However, when added to the site variables, sociodemographic variables made a minimal contribution to the total variance explained.
High level of psychopathology (Block 3) was associated with low satisfaction in information/access efficacy and relatives' involvement, and having a higher number of unmet needs (Block 4) was associated with low satisfaction in information/access and relatives' involvement (but the contribution of this latter variable to the variance explained was very low).
Quality of life (Block 5) was consistently associated with service satisfaction in each VSSS-EU dimension: the inclusion of the LQL-EU score gave the greatest contribution in efficacy, information/access, and type of intervention. The total variance explained by the final models in the various dimensions ranged from 13.9 percent (overall satisfaction) to 34.8 percent (type of intervention).
Schizophrenia Bulletin, Vol. 29, No. 2, 2003 M. Ruggeri et al. As shown in table 6 (Block 5), high quality of life in health and social relations is associated with higher satisfaction in all the VSSS-EU dimensions (the only exception being relatives' involvement for satisfaction with social relations). When the LQL^-EU domain scores were substituted for the total score, the most clear-cut improvements in the variance explained were found in the following VSSS-EU dependent variables: satisfaction with the type of intervention, and professional's skills and behavior.
Discussion
This is the first study to compare satisfaction with mental health services in a large sample of schizophrenia patients across multiple European sites. The study used a multidimensional, setting-specific instrument, the VSSS-EU, whose psychometric properties and cross-cultural applicability were previously assessed in all participating sites (Ruggeri et al. 2000) . The study has some limitations. First, subjects recruited in the EPSILON sites were representative of all treated (administrative) prevalence cases of schizophrenia on the caseloads of mental health services in those particular catchment areas. They are likely to represent the large majority of all true cases (Andrews et al. 2001 ), but the extent to which this happens has not been assessed. Second, the results found in each European site cannot necessarily be generalized to other mental health services in the corresponding countries (Becker et al. 1999) . Third, for the larger metropolitan areas included in this study (London and Amsterdam) , because the general population and the nature of mental health services are highly heterogeneous, our findings may not be representative for the cities as a whole. Nevertheless, London data were collected in Croydon, a semisuburban borough in South London that has exactly the mean score for sociodemographic characteristic in England and is therefore broadly representative of the entire national population (Johnson et al. 1997) . Moreover, broader patterns of crosscultural differences, such as the proportion of patients who live with family members, are reasonably fairly reflected by the five sites included in this study.
In spite of these limitations, this study represents the first multicenter study on schizophrenia patients' satisfaction with mental health services and its correlation with other key variables. The only multicenter study of patient satisfaction published previously (Vicente et al. 1993) did not target schizophrenia patients and did not use rigorous methodology and comprehensive standardized assessments. The results of this study will now be presented in relation to each of the five key questions, which were set a priori. Note.-NA = not available (number of valid responses to question was low); VSSS-EU = Verona Service Satisfaction Scale, European version. 1 The percentages reported were computed on the basis of the patients' answers to questions 41-54 of the VSSS-EU (type of intervention dimension).
Does the Overall Level of Service Satisfaction Differ
Across the Five European Sites? Satisfaction with services varied substantially across the five European sites, both before and after adjusting for patients' background characteristics. Overall, the highest level of satisfaction was found in Copenhagen and the lowest in London, with the remaining sites placed in an intermediate position (Santander showed lower satisfaction than Amsterdam and Verona). The explanation for this variability may be related to the different characteristics of mental health services and of the social environment across the sites. Differences between study sites with regard to patients' sociodemographic, service utilization, and clinical characteristics have been accounted for in the calculation of the adjusted satisfaction scores; therefore, any remaining difference may be interpreted as arising from other site-specific factors. In fact, the five sites differed widely with respect to cultural and economic factors, national health care systems, mental health service organization, and service provision. While these aspects do not appear to greatly influence patients' clinical characteristics as measured by the BPRS and the GAF scores, they do seem to be associated with the overall level of service satisfaction. At the same time, the high degree of variability of the scores in the individual VSSS-EU items across the five sites, and the absence of any specific pattern of differences between southern and northern European countries, suggest that if cross-cultural differences do exist, they cannot be simplified into a north-south European dichotomy alone.
Are the Weaknesses and the Strengths of Mental Health Services Similar Across the Five European
Sites? This study has been able to identify the strengths and the weaknesses, from the perspective of patients, of each mental health service assessed and has demonstrated that they differ in many respects across these European sites. This indicates the high degree of service specificity in levels of service satisfaction. The data obtained in this study confirm that service satisfaction, measured using standardized and comprehensive scales, can be a powerful and specific tool to help clinicians and planners make informed decisions about how to improve local service provision when taking direct account of the views expressed by schizophrenia patients.
Moreover, this study has been able to identify what patients consider to be unsatisfactory mental health service performance that might occur commonly in psychiatric services across Europe. Specifically, involvement of relatives in the process of care and information about illness are the satisfaction domains where the mental health services in most sites show the worst performance. More attention may need to be paid to these issues when planning and providing services for people with schizophrenia.
With regard to relatives' involvement, a recent study reported that patients consider relatives' involvement in the process of care as one of the most important dimensions when evaluating service satisfaction and that the majority of patients are in favor of sharing information between relatives and professionals (Perreault et al. 1999) . With the emphasis on community care, relatives are taking more responsibility for caring for schizophrenia patients. While this process demands a closer collaboration between mental health professionals and family members or other informal carers, our results suggest that patients perceive that relatives are not involved enough in the process of care. A considerable body of evidence stresses the importance of family attitudes on the course of, and recovery from, schizophrenia and also emphasizes the need for professional, carer, and patient collaboration to attain the best outcome (Kuipers and Bebbington 1990; Pharoah et al. 2000) . For this reason, involving family members in the process of care and being prepared to take account of their needs are essential to successful community care provision.
Low satisfaction scores in the information domain have been consistently reported in a number of previous studies (Leavey et al. 1997; Leese et al. 1998; Boardman et al. 1999; Henderson et al. 1999) . The lack of information given to patients by mental health services is an important and complex issue, because the level of information provided and the kind of communication between staff and patients may have a significant impact on the whole process of care (Thompson 1993) . In a study on caring behaviors, it was found that psychiatric staff rated "explanations" as the least important caring behavior (Von Essen and Sjoden 1995) . Moreover, it is common in clinical practice for professionals not to give all the information that patients need on their diagnosis and prognosis or, because not all patients explicitly seek advice and information, to wrongly conclude that no information is required at all. Finally, when information is given, it may be provided in a partial or overly simplistic way.
Is Higher Service Satisfaction Associated With a Lower Number of Patients' Unmet Needs for Care?
A previous study conducted in England on an epidemiologically representative sample of patients with psychosis reported that having more unmet needs for care is correlated with lower service satisfaction (Leese et al. 1998) .
Another study has shown that availability of community beds results in significant reduction of unmet needs and better satisfaction with services (Boardman et al. 1999) .
In the present study, a significant association has been found between unmet needs and satisfaction, with lower satisfaction when more unmet needs are detected. This association maintained its significance also after having taken into account cross-site variability in the separate domains of satisfaction. The biggest effect was found in the domain of patients' satisfaction with the involvement of relatives in care. This might suggest that one of the major problems that services have to face when caring for schizophrenia patients who are more disabled is finding an appropriate strategy to support their relatives. Our data throw some light on this complex issue; however, the predictive value of unmet needs on patient satisfaction requires further investigation.
Is Service Satisfaction Related to Patients' Sociodemographic Characteristics and Illness Severity?
The early literature concerning the relationships between patient characteristics and satisfaction was inconclusive (Ruggeri 1994) . The present study confirms that demographic characteristics of schizophrenia patients have a very low impact not only on total satisfaction but also on satisfaction in the various domains and that this finding is likely to have cross-cultural stability. Previous studies have found only a weak relationship between patients' clinical characteristics, such as psychopathology or global functioning, and service satisfaction (Ruggeri et al. 1998 Becker et al. 1999) . This study has found that higher illness severity, as measured by BPRS score, is cross-culturally associated with lower service satisfaction, especially in the domains assessing involvement of rela- Schizophrenia Bulletin, Vol. 29, No. 2, 2003 M. Ruggeri et al. tives and self-perceived efficacy, but the amount of variance explained is relatively low.
Is Service Satisfaction Associated With Patients'
Satisfaction With Life? A previous 6-month follow-up study of the outcome of care for a group of patients with a full spectrum of psychiatric disorders in the Verona community-based psychiatric service used graphical chain models and reported that the best predictor of patient's satisfaction is subjective quality of life (Ruggeri et al. 1998) . A more recent Verona study on a larger sample of psychiatric patients, including individuals with schizophrenic and nonschizophrenic disorders, showed that service satisfaction is closely related to subjective quality of life (Ruggeri et al. 2001 ). This finding has been confirmed in other studies (Rohland et al. 2000; Berghofer et al. 2001; Druss et al. 2001) In the present study, among all the explanatory variables considered, high satisfaction with life has, after study site, the strongest and most positive association with service satisfaction. Interestingly, domains that are very likely to be affected by severe mental illness, such as quality of social relations and quality of health, are those with the highest impact on satisfaction with services. All these consistent findings tend to confirm the statement made by Locker and Dunt (1978) , who suggested that, particularly in long-term care, "quality of care can become synonymous with quality of life and satisfaction with care an important component of life satisfaction" (p. 283). The cross-cultural stability of this association and its predominance over the other associations tested offer the appealing perspective that improvements to patients' subjective quality of life can be achieved by providing adequate and individualized care. However, for the time being, caution should be taken in interpreting these findings, as conflicting results have been obtained on possible confounders. On the one hand, in a previous paper, we have demonstrated that subjective and objective quality of life have different latent constructs (Ruggeri et al. 2001) . Another study has found that self-rated symptoms, subjective quality of life, self-rated needs, and patient's assessment of treatments are all substantially correlated (Priebe et al. 1998 ). On the other hand, it has been found that mood interferes with ratings of quality of life but has a small influence on satisfaction with care (Atkinson and Caldwell 1997) . Finally, there is little consensus on the factors that influence subjective quality of life in the general population, and results from national surveys do not provide reliable information on cross-cultural differences (Veenhoven 1993) . Achieving knowledge about these background aspects and implementing followup studies on changes occurring over time in both quality of life and satisfaction with care might greatly contribute to a better understanding of this issue.
Conclusions
This study helps to clarify our understanding of service satisfaction and may have important practical implications. We have identified areas of unsatisfactory performance in the care of schizophrenia patients in five European sites, and this information may be of use to clinicians and planners in improving psychiatric services. The cross-sectional nature of this study allowed analysis of associations to identify service satisfaction's explanatory variables. Psychiatric services located in deprived metropolitan areas, such as South London, or in areas where few types of interventions/facilities are available, such as Santander, are more likely to be considered unsatisfactory by patients. Demographic and clinical characteristics are weakly associated with service satisfaction; subjective quality of life, and especially satisfaction with health and social relations, has a clear-cut association with all service satisfaction domains. These associations, once established, can be tested in future work, including longitudinal studies, to investigate the role they might have in predicting satisfaction over time. Furthermore, the fact that only a medium to low percentage of variance has been explained by our models suggests that there is wide individual variability in the factors that determine patient satisfaction. Our data therefore support the view that service satisfaction can be seen as the combined result of (1) the ability of the service to provide a standard of care above a certain quality threshold (e.g., in professional competence, or the availability of specific interventions, or the physical characteristics of the treatment setting), and (2) the perception of the patient that the care received has been tailored to his or her own problems. 
